be less likely to go to Level I or II trauma centers both initially (OR 0.25, p<0.001; OR 0.69, p¼0.007) and ultimately (OR 0.36, p<0.001; OR 0.57, p<0.00). Patients from small rural areas without trauma centers were, therefore, more likely to be triaged appropriately than micropolitan and metropolitan-commuting areas. Women were significantly less likely to be appropriately transported while African Americans were more likely to be triaged to the appropriate Level I and II trauma centers. Those aged 90 years were less likely to be transported appropriately when compared to patients who were 70-79 years of age (initial transport OR 0.76, p<0.001; ultimate transport OR 0.65, p<0.001).
Study Objectives: To evaluate factors associated with 30-day return ED visits among patients aged 80 years and older in an ED that has not yet implemented ACEP recommendations for geriatric ED accreditation program.
Methods: Observational cohort study of consecutive patients age 80 years and older who presented to the ED in calendar year 2017. We adhered to the STROBE (STrengthening the Reporting of OBservational studies in Epidemiology) guidelines. Medians with interquartile range (IQR), proportions, and odds ratios (OR) with 95% confidence intervals (CI) were calculated. Chi-square, Wilcoxon/rank-sum and logistic regression were used for statistical analysis.
Results: A total of 8,681 total ED visits by 5,560 patients age 80 and older were included. The median age was 85 (IQR 82-89), and 52.6% were female. Median follow-up time was 264 days (IQR 169 to 369), with 21.1% dying during the followup. Comorbidities included coronary artery disease (CAD) in 56.9%, congestive heart failure (CHF) 39.8%, diabetes 36.2%, cancer 32.3%, dementia 27.4%, stroke 27.1%, myocardial infarction (MI) 23.2%, and chronic obstructive pulmonary disease (COPD) in 23.1%. A total of 11 patients (0.13%) died in the ED, 99 left without being seeing (LWBS) or against medical advice (AMA), 61.5% were admitted to the hospital (including observation and inpatient status), 37.2% were discharged to home, assisted living or nursing home. There were 1389 patients (16.0%) who returned to the ED within 30 days. Return rates were higher among AMA patients (28.6% returned) and LWBS (26.1%) compared to those discharged (18.3%) or admitted to the hospital (14.5%), p<0.001. Patients with CAD (OR 1.20, CI 1.07-1.35), MI (1.45, 1.27-1.64), CHF (1.46, 1.31-1.64), COPD (1.26, 1.11-1.44), diabetes (1.17, 1.04-1.32), dementia (1.32, 1.17-1.49), and male sex (1.21, 1.08-1.35) were more likely to return within 30 days. History of stroke (OR 1.11, 0.97-1.26) and cancer (1.12, 0.99-1.26) were not associated with return visits. In the logistic regression model, after adjustment by age, sex and comorbidities, dementia was associated with increased return visits, OR 1.31 (1.15-1.48), p<0.0001. Among patients with dementia, those discharged returned at higher rates than those admitted to the hospital (22.9% versus 16.4%, p¼0.0001) Among the 1834 patients (21.1%) who died during the follow-up, 531 died within 30 days. None of the LWBS or AMA patients died within 30 days.
Conclusions: Thirty-day return visits are often penalized by payers. Octogenarians are a high-risk population with a return rate of 16%. Those with dementia and other comorbidities are more likely to return within 30 days. Those who left AMA or LWBS had higher return rates than those admitted to the hospital. None of the patients LWBS or AMA died within 30 days. We are in the process of implementing the Geriatric ED Accreditation program to improve our ability to identify those who will benefit from geriatric referral, social work evaluation and home care resources. We hope to report future improvement in health care utilization and reduced 30-day ED returns with the implementation of a new approach to our geriatric population using the accreditation model. Methods: Using input from patients, clinicians, and experts in the field of palliative care, critical care, emergency medicine, geriatrics, health care design, and shared decisionmaking, we created a prototype of a paper-based decision aid to engage patients and providers in the discussion of goals of medical treatment. In phase 1, we conducted a series of group discussions to identify recommended practices and discuss adaptation to an acute care setting. We then created and iteratively designed a prototype decision aid tool. In phase 2, we are engaging 6 ED attending physicians to enroll patients to get detailed feedback on decision aid content and design. These patient-provider interactions are videotaped for further analysis in the quality of the decision and discussion, as well as to record all feedback provided while using the tool in real encounters and will be used for continued iterative refinement of the tool.
Results: The 4 x 5.5-inch, paper-based decision aid, Paths of ED Care, includes 7 sections: 1) Evaluation of patient and family understanding of disease, 2) Explanation of care team understanding and possible trajectories of disease 3) Introduction of different pathways of care 4) Explanation of care pathways, 5) Assessment of patient/ family understanding and concerns, 6) Discussion of code status and 7) a personalized summary. The decision aid includes patient-oriented prompts to facilitate open dialogue between patients and clinicians regarding ongoing care.
Conclusions: We iteratively developed a decision aid and conversation guide to facilitate shared decisionmaking for patients, family members and ED providers to regarding goals of care in the emergency department. Additional refinement is required before it is ready for testing in a trial. This tool has the potential to improve care for patients so the care provided is concordant with their values and preferences and promotes patient-centered care in the ED and throughout an episode of care. Study Objectives: Patients over 65 years of age comprise 20 million or 15% of all emergency department (ED) visits in the US annually. These patients use more resources and spend more time in the ED than younger patients. Geriatric patients discharged from the ED are more likely to return to the ED for unplanned visits, compared to younger patients. Additionally, these unplanned subsequent visits are associated with increased morbidity, mortality and costs. As the population ages, it is imperative the health care system implements policy and practice guidelines that establish high value, low cost care for geriatric patients seen in the ED.
As an initial step, ED providers, health system administrators and policy makers would benefit from further identifying geriatric patients at particularly high risk for an unplanned, return ED visit and what factors may be protective against these events.
To help distinguish factors that may influence geriatric patients' return to the ED, we used Medicare claims linked data from the National Health Aging and Trends Study (NHATS). NHATS is a nationally representative sample of Medicare beneficiaries.
Methods: Medicare claims for ED visits were examined from 2011 to 2014. We identified patients with continuous Medicare coverage in the preceding year and at least one ED visit resulting in discharge. Subsequent ED visits made within 30 and 90 days from the initial ED visit were also identified for patients who had survived to 30 and 90 days respectively. Using hierarchical logistical regression analysis, we evaluated patient specific characteristics including sex, race, Charlson Comorbidity Index (CCI), dual Medicare/Medicaid eligibility status as well as outpatient care and its association with subsequent ED visits.
Results: A total of 5811 patients (mean age 78.7 years) in the NHATS study were identified as having Medicare parts A and B only between 2011 and 2014. Of those patients, 6904 initial ED visits (by 2697 patients who survived > 30 days) resulted in discharge and were included for analysis at 30 days. A total of 6324 initial visits (by 2543 patients who survived > 90 days) resulted in discharge and were included for analysis at 90 days. Following an initial visit, 1580 subsequent visits (22.9%) occurred within 30 days and 2477 (39.2%) subsequent visits occurred within 90 days. At 30 days, patients with a higher CCI (OR 1.106, 95% CI 1.077-1.136) and male sex (OR 1.206, 95% CI 1.039-1.401) were associated with repeat ED visits while having a primary care (OR 0.552, 95% CI 0.472-0.645) or subspecialty (OR 0.429, 95% CI 0.370-0.497) visit after discharge was protective against a subsequent ED visit. At 90 days, primary care (OR 0.620, 95% CI 0.542-0.710) and subspecialty (OR 0.436, 95% CI 0.380-0.500) follow-up remained protective while a higher CCI (OR 1.152, 95% CI 1.122-1.184) and higher age (OR 1.015, 95% CI 1.006-1.023) was associated with subsequent visits. Sex was no longer a significant predictor at 90 days, and dual eligible status and race were not associated with subsequent visits at either 30 or 90 days.
Conclusions: Timely primary care or subspecialty care follow-up after an initial ED visit resulting in discharge is highly protective against subsequent ED visits in Medicare beneficiaries, a finding with important implications for improving health care utilization and quality care. Although a higher comorbidity burden is associated with subsequent visits at 30 and 90 days, age, sex and race are not consistently associated with subsequent ED visits in older adults. Study Objectives: Traumatic retrobulbar hematoma is an emergent condition which requires rapid diagnosis and immediate decompression to prevent vision loss. Ultrasound has been used in animal models, and numerous case reports have highlighted its use in the emergency medicine patient population. The objective of this study is to assess the ability of emergency medicine providers to diagnosis retrobulbar hematomas using point-of-care ultrasound.
Methods: 20 cadaveric eyeballs were randomly selected to simulate a retrobulbar hematoma. 2-3cc of normal saline solution was injected through the medial aspect of the orbit directly into the retrobulbar space. Thirteen emergency medicine residents (each with <15 prior ocular scans), 1 Emergency Ultrasound fellow (>25 prior ocular scans) and 1 Emergency Ultrasound faculty (>25 prior ocular scans) participated in the study. The 4-12 MHz linear transducer on the GE logiq E was utilized.
Results: 4 of the 20 eyeballs had a retrobulbar hematoma. Point-of-care ultrasound had a sensitivity of 85% (95% CI 72.9 -92.4), specificity of 89.1% (95% CI 84.3 -92.6), positive predictive value of 66% (95% CI 54.4 -76.3), and a negative predictive value of 95.9% (95% CI 92.2 -98.0). Overall accuracy was 88.3%. The positive LR was 7.8 with a negative LR of 0.16. The Fisher's exact method calculated a 2-tailed P value of <0.0001. The average kappa measurement was 0.67 (95% 0.57 -0.77). Individuals with >10 prior ocular scans had a sensitivity of 95% (95% CI 73.0 -99.7). Emergency Ultrasound fellowship trained faculty had a sensitivity of 100%.
Conclusions: Point-of-care ultrasound is a rapid, accurate imaging modality to diagnose retrobulbar hematomas. With additional ocular ultrasound experience, accuracy improves to near 100%.
A Prospective Randomized Controlled Trial Comparing Ultrasound Guidance Versus Standard Technique for Radial Arterial Catheter Placement by Emergency Medicine Residents
Rose D, Wilson C, Billioux V, Bright L/Johns Hopkins, Baltimore, MD Study Objectives: We sought to determine whether ultrasound-guided arterial cannulation (USGAC) was more successful than traditional radial artery cannulation (AC) as performed by emergency medicine residents with standard ultrasound training.
Methods: We identified 60 patients age 18 years or older at a tertiary care urban academic emergency department who required radial AC placement for either continuous blood pressure monitoring or frequent blood draws. Patients with contraindications for radial arterial access or a pre-existing arterial catheter at an alternative site were excluded from the study. Patients were randomized to receive radial artery catheter placement via either USGAC (30 patients) or traditional AC (30 patients). If there were 3 unsuccessful attempts with 1 method patients were crossed over to the alternative technique. Comparison of the traditional and US-guided groups was made using descriptive statistics (student t-tests and c2 tests). We collected data including patient demographic information, number of attempts, duration of the procedure, resident experience, and complication rate for each radial artery catheter placement. Emergency medicine residents had undergone standardized general ultrasound training including a 4-hour intern training session and a 2-week ultrasound rotation. No other training was offered before the study commenced.
Results: Radial arterial line placement required fewer attempts in the USGAC group as compared to the traditional AC group (mean 1.3 and 2.0, respectively; p<0.001). 29 out of 30 (96%) successful radial arterial lines were placed using USGAC, whereas 14 out of 30 (47%) successful lines were placed using traditional AC (p<0.001). There was no significant difference in length of procedure or complication rate between the 2 groups. Demographic data was comparable in the 2 groups. There was no significant difference in provider experience with respect to USGAC versus traditional AC.
Conclusions: This study demonstrated emergency medicine residents were far more successful and had fewer cannulation attempts with ultrasound-guided radial artery cannulation when compared to traditional AC method after standard intern-level ultrasound training. We conclude using ultrasound guidance for AC requires standard training and can be useful for emergency physicians and their patients. Study Objectives: Previous work utilizing a 3-phase ultrasound (cardiac, pulmonary, and lower extremity venous compression) on a cohort of patients in the ICU for whom a computed tomography pulmonary angiogram (CTPA) was ordered to evaluate for pulmonary embolus (PE) found that alternative diagnoses were identified in a majority of patients who did not end up having a PE. The study concluded that the protocol was able to identify patients in whom a CT scan could have been avoided without missing a PE and preventing the adverse impacts of a CT (cost, contrast and radiation exposure, and time delays). Given the frequent evaluation for PE in the emergency department (ED), our objective was to determine whether this protocol could safely reduce the need for CTPAs in the ED.
Methods: A prospective, convenience sample study during business hours was used to evaluate patients for whom a CTPA was ordered to assess for PE in the ED of a busy urban academic hospital. Exclusion criteria included patients under 17, non-English speaking, incarcerated, or not able to provide consent. Data was collected from December 2016 through April 2018. After consent, demographic data were recorded followed by the triple-point ultrasound (TPU) performed by one of the ultrasound (U/S) trained emergency physicians who was blinded from all clinical information. All TPU exams were performed prior to, or within 3 hours, of obtaining the CTPA. Based solely on the findings of the TPU, a determination was made as to whether a CTPA could have been "avoided" as another diagnosis was evident on U/S. The primary sonographer interpreted the images in real time and the entire study was reviewed by a second investigator at a later time. If there was a discrepancy, a third party was used.
Results: 32 of 42 eligible patients were enrolled. Eight were lost due to sonographer unavailability, 1 later refused and 1 left AMA. The overall prevalence of PE was 21%. 11 patients (26.2%) were identified in which a CTPA could have been avoided due to evidence of alternate pathology on US. In 1 patient venous clots were found, 1 had a pericardial effusion, 1 had a pleural effusion, 1 had evidence of pneumonia, 3 had unilateral isolated B line (or pulmonary edema) pattern, and 4 had evidence of presumed congestive heart failure (decreased ejection fraction and B lines). The 2 patients with isolated B line patterns were subsequently found to have subsegmental emboli with associated secondary pulmonary hemorrhages. The remaining 9 did not have evidence of a PE. There were 7 discrepancies on secondary image review that required 3 rd party reviewer. Conclusions: The TPU exam safely could have avoided 26.2% CTPAs. There were 2 cases when the CT was not recommended that were found to have PEs. Given their subsegmental location, it is unclear if these were clinically significant. Future work may require modification of the use of the TPU to minimize overlooking small PEs.
